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−1.13 (95%CI = −2.98, 0.71), and the change from 6−10 years to 11+
years is −2.30 (95%CI = −4.04, −0.57).
Figure 1. Least squares means for health outcomes by duration of OA
Conclusions:QOL in those with pre-existing knee or hip OA is initially low
(in newly diagnosed disease). Moving from <1 year to 1−5 years duration
there is an apparent (though not statistically signiﬁcant) adaptation to
the disease (possibly a response to treatment) and QOL is improved by
about 4.3 points on WG, and 2.6 points on PSF8, after adjusting for
age, gender, body mass index, education and comorbidity. From then on
however, patients experience continued loss of QOL attributable to OA
disease duration, dropping 1.3 then another 4.4 points on WG, and 1.1
then another 2.3 points on PSF8.
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Purpose: To assess patient priorities in disability and participation re-
striction in disabling chronic low back pain (CLBP).
Methods: One hundred and ﬁfty (61males) in-patients admitted in a
tertiary care teaching hospital in Paris for management of CLBP were
evaluated by the McMaster-Toronto Arthritis Patient Preference Disability
Questionnaire (MACTAR). Patients’ priorities in disability were classiﬁed
according to the International Classiﬁcation of Functioning, Disability
and Health (ICF). The Quebec Back Pain Questionnaire (QUEBEC),
Hospital Anxiety and Depression scale (HAD), the Fear-Avoidance Beliefs
Questionnaire (FABQ), the Coping Strategies Questionnaire (CSQ) and
the pain and handicap visual analogue scale (VAS) were also recorded.
Correlations between scores were analyzed by the Spearman coefﬁcient.
Results: Priorities were individual and different for each participant.
There were 48 activities cited, corresponding to 7 ICF domains. Among
them, 22 activities were cited less than 5 times, and 13 only once.
The domains cited, considering the three main activities selected were:
mobility (23 activities, cited 165 times, 33%), community, social and civic
life (7 activities, cited 138 times, 27.6%), domestic life (10 activities, cited
123 times, 24.6%), major life areas (1 activity, cited 38 times, 7.6%),
interpersonal interactions and relationships (3 activities, cited 21 times,
4.2%), self-care (3 activities, cited 14 times, 2.8%), and learning and
applying knowledge (1 activity, cited 1 time, 0.2%). Among the domains
chose as the ﬁrst disability, the three identiﬁed most often by patients
were mobility (17 activities, cited 56 times, 31.8%), community, social
and civic life (6 activities, cited 54 times, 30.7%) and domestic life (8
activities, cited 43 times, 24.4%). The ten activities most often cited were:
sports (n = 60, 12%), walking (n = 50, 10%), work and employment (n = 38,
7.6%), cleaning (n = 37, 7.4%), shopping (n = 34, 6.8%), recreation and
leisure (n = 26, 5.2%), driving (n = 22, 4.4%), moving around (n = 21,
4.2%), crafts (n = 20, 4%), and taking care of plants (n = 17, 3.4%). Thirty-
seven different activities were ranked number one, and of these the three
priorities most often identiﬁed by patients as the ﬁrst one, were sport
(n = 29 times, 16.5%), shopping (n = 14, 8%) and walking (n = 13, 7.4%).
The MACTAR score correlated moderately with VAS handicap (r = 0.51),
but weakly with the QUEBEC (r = 0.40) and had no correlation with HAD,
FABQ, and CSQ scores (Table).
Conclusions: For assessing disabled CLBP patient priorities in participa-
tion restriction, the MACTAR has acceptable construct validity. The weak
correlation between QUEBEC and MACTAR scores suggests that it adds
useful information on CLBP patient’s disability.
Correlation of the MACTAR score with other variable scores
Spearman correlation coefﬁcient (r)
Global Handicap (VAS) 0.51
Quebec 0.40
HADa 0.07
HADd 0.23
FABQ Work 0.12
FABQ Phys 0.27
CSQ distraction 0.08
CSQ catastrophizing 0.16
CSQ coping self statements 0.12
CSQ ignoring pain sensations 0.05
CSQ praying 0.10
CSQ distancing from pain 0.03
Lumbar pain on VAS 0.18
Radicular pain on VAS 0.04
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Purpose: Given the central role of the knee in all weightbearing activity,
conﬁdence in the knees may be a proximal factor inﬂuencing physical
activity choices and self-efﬁcacy, factors thought to be critical to physical
functioning. We tested whether knee conﬁdence is associated with physi-
cal function, and whether any relationship persists after adjusting for pain
severity and other factors.
Methods: Data for these analyses are from the OAI public use data set,
baseline evaluation (versions 0.2.1, 1.1.2). OAI participants have or are
at risk for knee OA and had, at baseline, evaluation of conﬁdence, using
the KOOS question (how much are you troubled with lack of conﬁdence
in your knees) and physical function [physical component scale for the
SF-12 (SFPCS), WOMAC function scale, 20 meter walk, chair stand test].
Those with TKR were excluded from analysis. To evaluate the relationship
between conﬁdence and function, median quantile regression was used,
adjusting ﬁrst for age, gender, BMI, pain severity, and disease severity,
and then also adjusting for knee injury, depression, hip pain, ankle pain,
foot pain, falls, physical activity, and extensor strength.
Results: Among 4341 participants (age 61, BMI 29, 58% women), 44%
were not troubled by lack of conﬁdence, 31% were mildly troubled,
17% were moderately troubled, and 8% were severely or extremely
troubled. In univariate analyses, conﬁdence was moderately associated
with pain severity (R=0.55) and modestly associated with age, BMI,
injury, depression, K/L grade (worse knee), hip pain, ankle pain, foot
pain, and quadriceps weakness. As shown in the Table for SFPCS (higher
better) and WOMAC function (higher worse), although there was some
attenuation after adjustment for pain severity, each conﬁdence group
had signiﬁcantly worse (95%CI excluding 0) function than the reference
group (not troubled by lack of conﬁdence) in the fully adjusted models.
Results were similar: for the other measures of function; also adjusting
for extensor strength (data available in 3946 persons); and for those with
radiographic OA considered separately.
Conﬁdence group Differencea in score vs. reference group (95%CI)
Unadjusted Adjustedb Further adjustedc
SFPCS score [median score
reference group
54.3]
[median score
reference group
53.5]
[median score
reference group
54.2]
Reference (not troubled by
lack of conﬁdence)
0 0 0
Mildly troubled −3.6 (−4.4, −2.8) −1.7 (−2.2, −1.2) −1.7 (−2.2, −1.2)
Moderately troubled −8.5 (−9.5, −7.5) −4.0 (−4.7, −3.3) −4.0 (−4.7, −3.3)
Severely/extremely troubled −15.5 (−16.8,
−14.2)
−7.5 (−8.4, −6.5) −7.3 (−8.2, −6.3)
WOMAC score [median score
reference group
1.1]
[median score
reference group
4.9]
[median score
reference group
4.7]
Reference (not troubled by
lack of conﬁdence)
0 0 0
Mildly troubled 7.4 (6.8, 8.1) 1.5 (1.3, 1.6) 1.5 (1.3, 1.6)
Moderately troubled 16.9 (16.1, 17.7) 4.4 (4.2, 4.6) 4.4 (4.2, 4.6)
Severely/extremely troubled 26.9 (25.9, 28.0) 7.0 (6.8, 7.3) 7.1 (6.8, 7.4)
a95% excluding 0 is signiﬁcant.
bAdjusted for age, gender, BMI, pain severity, disease severity.
cFurther adjusted for injury, depression, hip pain, ankle pain, foot pain, falls, physical activity.
